' -C- 39

[

AwR-C-1y-e— ©38)

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%hlkﬂ
wETEAT ¥ STATT WY (e i) foundation
APPLICATION No. - APPLICATION DA et mstonioms
s e £ ]l- 2y JQ’I’!E wrbey fet Nhhl&“ S
NAME of APPLICANT ' e T
femwges W A ~Tahay

"I'IIE-’-EIW . 1P wif y
Hfabﬂhqm 2elull
PERMANENT ADDRESS : T Smdia Tl
Daov
mm“”"’ Pecio MARRIED (fefb) 1 UNMARRIED (siftvarfiey)
TOTAL ANNUAL INCOME - (Altach Prool of Incoms|
| 50 wits am 7 _,f_.ﬂ:/- (o W ww ) NP
(PAN No. Tl W w1 ~ A __—
mmmmmtmmnummm applicable). Yoy Mo |
nmmnwimﬂi’lwmm‘iuﬁ:nmil w?ﬁ_.-‘
FAMILY DETALS wftan fapmm
3 Name of Wemiar Gondar Rutation with Applicant
lnr';;l m; W l;r;:*;l fisin wHTE % o waN
X = o
Ay MNUHditaihain D ) =] AlfdF
71 Oahd — 71 45| =on
3] ManShixa T 20 E 1 Eul.t =
T Manhshed J Jeauy| ] Orxthd  Son
for whichever is applicabis
wwe W fod feafa smor
BPL Card EWS Cartificats Ration Card Any Other
{Attach Card Copy) {Attsch Certificate Copy) (Attach Copy) BasiaiProot
it o % S v e wm I E ——
(umre T =t e wf gere Wt cw sl w ol s wh (¥ w1 W owm 5w Wl

“PURPOSE" for REQUESTING ASSISTANCE:

wrrn ) fe md feh W At
8. No. Medical Reports/Preacriptions Afisched
ki sEEEvEie # Wil %1 wf yieEe W e
I STHES VTS RE=TOTAL _SENTE CATARACT
(¥
== [F = CENIIE CATARACT
.
= a H
|
e L'
ASSISTANCE BEING AVAILED for mmmm
wﬁniﬁﬂmmﬁmm ferm v w17
&r. NAME of OTHER SOURCE AMOUNT of ASSISTAMCE BEING AVAILED
* wim W W = i wewm o




DECLARATION by APPLICANT: amiow mn s

ﬂlhwugmmmumlnwlmmnTu lo tho best of my knowledge. Any lelwe statoment will rendar iy Application & angoing asslslancs, il any,
lisble lor rejectionicanceiialion.

2) | malomnly conflrm that ssststance, if mceived from Koshika Foundation, will te used only for the "purpose’. as sinted in this Foem_ for which such assistance
whS fequedted by ime

) 1 haratry confiom that | ave not & will not in fulure, avail of resmbursement, in part or in bill, Irom any olher sowrcalamploperinsurance company, of B amourd
for which thlg ssactencs 8 reguesied

1) ¥ utwss wvm f fe o w3 fed nd wd fenen S0 el € s v o ol Booly W eeen o e s o e | R 48 wre P o W ot b
2) = pu o wemn ofn s Rt dd et b e e An R @i Arwn s m s T

3) % e wm o 5 fa s d e nds W of 8, T o W s @ aen e e s el el @ 9 6 e s @ ofes A W
AGREEMENT by APPLICANT (smiew gu %)

¥} By afwing my signalure or thumb Impeession on this Form, | {Applicant) hereby agree & sulhorse Koshika Foundation and it's Trustess fo
use'publishiput-up/reproduce my name, address, pholo & details of the "purpose’. for which such assistance is requested/granted, through any

medum, inclsding but not limited 1o vertal, prnt. electronic, for soliciting donaiions for Koshika Foundation and/or disseminating information sbout it's
sotivillesfachievements, Such use of my pholo & detalls can be made by Koshika Foundation belore or after my treatmaent or fulfiiment of the “purpose”
for which ssnstance js being requesiog.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assintance is reguesied/granisd.
will nol automatically entile me for recalving or continuing Ihe said assistance. The decision for granting andior continuing the assistance will rest solefy
with tha Trustess of Koshika Foundation. and their decision is this regard will ba linal and scceplable 1o me.

1) W WO T v W siid W em s, § (smiew) sl wwafn ot gfe v f o “wifin st oby s i 0 W) sl o f fe oo,
v, Wi sl T W e d wifes B, S st ow s, e, arevm g ke W wped il ad aeefeed W fe et o wo Toe

u ety wrd o fom fionn 0t wee e v o o wet w e R e o fivg i et @ e i b

2) & (swiew) w o # wew e dn e, e, o by fe W e meen € agted @ wide & S o T W e T v e

“wif* T e e W fale Wi sl e wm

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (wemmm gm %)

By affixing hereunder, signature of our Authonsed Signatory for recommending this casefpatient for financial assistanoe from Koshin Foundation, we
(Houpital) horety alfiem & ncospl fallowing:

1) thast we nvither sre pressally nor will in future avail of financial asslstange from another NGO or any othar source, for the same patientcass, as wo ara
requesting 1o gel from Koshika Foundation, to the exlent thal such sssistances in granied by Koshika Foundation. If (e requesied assistance is nol granisd
bry Koshika Foundation, in part ar in full, then the Hospital reserves it's fight to make up the shortfall from another NGO or any ofher sowrce. This
confirmaton sssentially stoles thet (e Hospital will not evall any duplicate nssistance for the sama patieni/case from any other NGO of any othsl source
2) Tha assistance from Koshika Foundation s only financial in nature, The cholco of the treatmentiprocedure advisediconducted by the Hospital on the
patient, is based on the arrengement betwean the pallent & the Hoapital, and is In no way Infiuenced by Koshiks Foundation. Honce, tha Hoapltal will

assume sole & complete respongibiiity of the treatmant & il's outcoma & safety of ths patient, and Koshika Foundation will have no role or responsitility
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